Introduction
Hysterectomy is the most common gynaecological surgical procedure carried out on women globally, with over 100,000 procedures performed annually in England and 600,000 in the United States. 1 Hysterectomies are commonly performed in many tertiary health institutions in Nigeria. It accounts for 28% of all major gynecological operations at the University College Hospital, Ibadan, Nigeria: coming after salpingectomy for ectopic pregnancy. 2 Therefore a regular audit of the surgery is necessary for improved healthcare delivery in any centre.
All large-scale surveys of hysterectomies show that 70-80% of hysterectomies are performed by the abdominal approach except in uterovaginal prolapse for which the vaginal route is normally used and accounts for 10% of all hysterectomies performed. 3, 4 When both approaches are compared, vaginal hysterectomy is associated with fewer complications, lower need for blood transfusion and shorter period of postoperative recovery, than total abdominal hysterectomy. The route of hysterectomy is based on clinical and technical factors such as the primary indication for the operation, uterine weight, previous pelvic surgery, previous vaginal deliveries or the need for morcellation or concomitant adnexectomy.
From the inception of this tertiary health institution, no audit of gynaecological surgical procedures has ever been carried out. This study therefore evaluates vaginal and abdominal hysterectomies in terms of their rates, indications, complications, as well as the sociobiological variables of the patients. It will hence provide baseline data for hysterectomies in the centre.
Methods

Study background
The Federal Medical Centre Abakaliki is a tertiary health institution receiving referrals from the entire State and her neighbours. It started off in the 1960s as a General Hospital and was up graded to a Federal Medical Centre in 1997. The major transformation occurred in 2003 when it was accredited for residency training in the major clinical departments of Internal Medicine, Surgery, Child Health and Obstetrics/Gynaeclogy. Just prior to this was an influx of consultants as well as other middle class medical staff to compliment the new status.
The Obstetrics and Gynaecology Department has seven consultants and 16 residents at various levels of training. It has a 24-bedded ward and an operating theatre.
Study design
A retrospective analysis of all cases of abdominal and vaginal hysterectomies at Federal Medical Centre, from January 2000 to December 2005 was undertaken. The case files, theatre records and ward records of the patients were retrieved from the records department of the hospital. Information obtained from the case records included parity, age, social class, indication for surgery, duration of hospitalization post surgery and complication following surgery.
Data was analyzed using the epi info statistical software version 3.3.2 (2005) and presented in simple tables. The chi square test was employed to test for significance with a p value of less than 0.05 taken as significant.
Results
There were 69 hysterectomies, accounting for 17% of the 406 elective major gynaecological operations over the years of study. Sixty-two files (89.9%) were retrieved and therefore analyzed. Of the 62 hysterectomies, 33 (52.2%) were abdominal hysterectomy, while 29 (47.8%) were performed via the vaginal route. Table 1 showed the socio-biological variables of the patients. Majority of abdominal hysterectomies 12(36.4%) were done for women aged between 51 and 60 years whereas vaginal hysterectomy was mainly in those within the age bracket of 61-70 years (31.0%). The second most common age group for abdominal hysterectomy was 41-50 years while that of vaginal hysterectomy was 51-60 years. The mean ages were 48.8 + 6.1 years (+2SD) and 55.5 +6.1 years (+2SD) for the abdominal and vaginal surgeries respectively. The differences in the age distribution of the patients were not statistically significant (X 2 = 0.01, p value 0.91). Parity distribution showed that most of the women were grandmultipara, 63.7% and 72.4% for abdominal and vaginal hysterectomies respectively. No nulliparous woman had vaginal hysterectomy while three nulliparas underwent abdominal hysterectomy. The difference in parity distribution did not attain statistical significance (x 2 = 0.00 and p value 0.996). In terms of occupation, farming was the predominant occupation engaged in by the women who underwent hysterectomy. However while it constituted 39.4% in the abdominal group, it accounted for 65.5% in the vaginal group. This difference was significant (X 2 = 4.15 and p value 0.04) .
The indications for hysterectomies are shown in table 2. Symptomatic uterine fibroid was the most common indication for abdominal hysterectomy 18 (54.5%). This was followed by cervical intraepithelial neoplasia 7 (21.2%) and postmenopausal bleeding 5 (15.2%). Uterovaginal prolapse was the only indication for vaginal hysterectomy. Third degree uterovaginal prolapse 20 (69%) was the commonest degree of uterovaginal prolapse encountered.
Patients who had abdominal hysterectomy significantly developed complications more than those who had hysterectomies via the vaginal route (84.8% versus 58.6%). The Chi square was 5.52 while the p value was 0.02. The pattern of the complications is shown in Table 3 . Abdominal pain 12 (36.4%) was the commonest complication following abdominal hysterectomy whereas pyrexia (17.2%) was the commonest complication for vaginal hysterectomy.. The second most common complication for abdominal hysterectomy was pyrexia, which accounted for 6 (18.2%) whereas it was vaginal bleeding 4 (13.8%) in vaginal hysterectomy. The duration of postoperative hospitalization is shown in Table 4 .
Over 82% of the patients who had vaginal hysterectomy were discharged within one week of the surgery while a corresponding percentage (>84%) who had abdominal hysterectomy stayed for more than one week before discharge from the hospital with 6.2% staying over three weeks. The differences in hospitalization post surgery were significant (X 2 for trend = 22.185, p value = 0.000)
Discussion
The number of gynaecological operations was used as denominator in calculating the hysterectomy rate in this study. This was preferred to the total gynaecological admissions since this is a surgical procedure and moreover gynaecological admissions would have excluded patients that had day case surgeries. The hysterectomy rate of 170 per 1000 in this study is lower than that in the developed countries with rates of 330 per 1000 women 5 in United States of America and also the 280/1000 rate from Ibadan Southwest Nigeria 2 , but higher than the rate of 57 per 1000 from the neighouring city of Enugu 6 also in Southeast Nigeria. The ratio of abdominal to vaginal hysterectomies in this study was 1.1 to 1. This does not tally with that seen in developed countries because of the aversion of our women to surgery. Hence hysterectomy is reluctantly accepted only when faced with obvious life threatening pathology of the uterus or its adnexae, such that whereas dysfunctional uterine bleeding (DUB), dysmenorrhoea and suspected adenomyosis top the indications for abdominal hysterectomy in developed countries 7 , they are rarely causes for removal of the uterus in developing countries. Moreover, most Igbo women of Southeast Nigeria not only derive reassurances of sexuality and femininity from their cyclical menstrual periods but also may subscribe to the traditional belief that presupposes that hysterectomised women present with primary infertility upon reincarnation.
In concordance with literature, vaginal hysterectomy was performed on older women and women whose occupations involved increases in intra abdominal pressure like the farmers. Uterovaginal prolapse was the only indication in this group of women. It is known that degenerative changes of aging and menopause deplete estrogenic support of the endopelvic fascia, leading to genital prolapse. This aetiopathogenic factor was reinforced by the fact that grandmultiparity was easily identified as the risk factor underlying 72.4% of the vaginal hysterectomies. Grandmultiparity especially with difficult vaginal delivery could result in damage to pelvic support structures. 8 In developed countries on the other hand, vaginal hysterectomy is the treatment of choice for menorrhagia, dysfunctional uterine bleeding, adenomyosis and fibroid when not contraindicated. 4, 6 Meanwhile, uterine fibroid (54.5%) was the commonest indication for abdominal hysterectomy in this study in contradiction to the developed countries where DUB is the commonest indication. DUB and endometriosis are relatively uncommon in Negroid race and the finding here is similar to that of Eze and Otubu 9 in 1981. Uterine fibroid has been reported to account for almost a third of all hysterectomies. 7 Though all the fibroids in this study were treated with hysterectomy via the abdominal route, symptomatic fibroids with less than 12 week Uterine size or uterine volume of less than 400cm 3 can be dealt with via the vaginal route.
10,11
Vaginal hysterectomy is preferred because of shorter hospitalization of 2-4 days (average of 2.6 days) and a better economic cost. In this study, over 82% of the patients who had vaginal hysterectomy were hospitalized for less than a week with a modal stay of five days, whereas in those who underwent abdominal hysterectomy, 57.6% stayed between eight and fourteen days in the hospital and a modal stay of nine days.
Complications following abdominal hysterectomy are reported to be 70% higher than that for vaginal hysterectomy. 4 In this review, undue abdominal pain (36.4%) pyrexia (18.2%) and wound infection (15.2%) were the commonest complications attending abdominal hysterectomy. Following vaginal hysterectomy, pyrexia 5(17.2%) was the common complication noted. The incidence of pyrexia complicating abdominal and vaginal hysterectomies in this study was almost 1:1, contrary to an earlier report of 2:1.
12 Three deaths were recorded following abdominal hysterectomy and none from vaginal hysterectomy over the study period. This is in agreement with the finding of 0.00-0.01% in other studies showing that in all hysterectomies the vaginal route is the safest 6,13. However, it could not be immediately ascertained the primary causes of death in those patients as autopsy was not performed in any of those. There is strong cultural aversion to post mortem examinations among the Igbo population of Southeastern Nigeria. In this study, the overall complication rate was highest with abdominal hysterectomy with a rate of 25(75.8%) as against 17(58.6%) for vaginal hysterectomy. Hence, operative morbidity, cosmetics and reouperation favor the vaginal approach.
The gold standard for decision-making is absence of contra-indications to vaginal hysterectomy and the findings on examination under anaesthesia. When in doubt of contra-indication, trial of vaginal hysterectomy will be of immense help. Abdominal hysterectomy must be reserved for cases in which the vaginal route is 
Conclusion
Vaginal hysterectomy was associated with less morbidity than abdominal hysterectomy but its indication still appears quite limited in this setting. There is need for further training of specialists and residents in operative techniques of vaginal hysterectomy to expand the indications and applicability in gynaecological surgery.
